The success rate of those cases with less than three lashes per lid was 75-6% while the overall success rate was 62-6%. This is in accord with other authors' finding. 
Firstly, with respect to the FAs in the good prognostic groups which supposedly illustrate resolution of retinal ischaemia. In case 3, the initial FA at 1 month was masked by retinal haemorrhages and the degree of ischaemia cannot be determined owing to the absence of peripheral photographs. Therefore, the FA at 5-5 months, said to show significant improvement, merely shows the predictable changes expected in a well perfused CRVO. Despite inaccuracies in statements regarding the timing of treatment and photography in case 1 (Fig 4) There was an error in the caption for Effect of trabeculectomy on pulsatile ocular blood flow EDITOR,-We read with interest the paper by James.' An increase of pulsatile ocular blood flow (POBF) was found in the standing position following trabeculectomy. This was attributed to an increase in perfusion pressure which is expected with reduction of intraocular pressure (IOP) assuming autoregulation was absent.
In the lying position, however, POBF was unchanged following trabeculectomy despite similar magnitudes of IOP lowering. It was suggested that in this group, because of the extremely high IOP in the lying position preoperatively, the POBF was somehow maintained at an elevated level by autoregulatory mechanisms which masked any improvements in POBF after surgery. This was also felt to be responsible for the regaining of the usual postural changes following trabeculectomy.
Correspondence. Notices
The suggestion of an autoregulatory mechanism which can prevent further reduction in POBF when the IOP is very high seems plausible but it is curious that this effect was not seen in the standing position preoperatively when IOP was also high.
We agree with the author that changes in ocular rigidity can dampen the ocular pulse, but in this study ocular rigidity was assumed to be unaltered as the usual postural changes in IOP were observed following surgery. We feel that the reduced pulse amplitudes found in both positions following trabeculectomy when systemic pulse pressure was unaltered are worthy of comment. As the ocular pulse is a pressure pulse due to an afferent bolus of blood to the eye, the pulse amplitude is higher when the globe is less distensible.2 When ocular rigidity is reduced and the globe is more distensible, the pulse amplitude is reduced as the pressure pulse is converted to a volume pulse. This is seen in high myopia, nearly perforated corneal ulcer, and staphyloma.3 This fall in pulse amplitude is likely to be due to a reduction in ocular rigidity following trabeculectomy rather than as a consequence of a lowered IOP as pulse amplitude has been found to be unaffected when Reply EDITOR,-I thank Yang and Hubert for the interest that they have shown in this paper and reply to the points they have raised. It was hypothesised that the absence of the postural change in pulsatile ocular blood flow before surgery, previously reported in glaucoma and other conditions,l may at these high pressures be due to autoregulation. The study does not enable me to comment on whether or not autoregulation was present in the standing position before surgery. The ocular pulse amplitude will be influenced in an individual by, among other factors, changes in scleral rigidity and ocular volume.2 Changes in scleral rigidity following surgery were of obvious concem in this study. Surgery itself did not appear to increase or decrease rigidity in the cataract group in terms of the calculation of the pulsatile ocular blood flow. A reduction in scleral rigidity following trabeculectomy may, however, occur as the authors suggest. Such a reduction would reduce the amplitude of the ocular pressure pulse at a given pressure thereby underestimating the pulsatile ocular blood flow derived from it. None the less, in the standing posture following trabeculectomy pulsatile ocular blood flow was found to increase.
The authors comment that the postural change in intraocular pressure was maintained in cataract patients following surgery whereas it was reduced in the patients undergoing trabeculectomy. This difference may be explained by the large reduction in intraocular pressure following trabeculectomy and not necessarily an independent change in scleral rigidity.
In the paper by Bosem et al 3 there was no change in the ocular pulse volume (not amplitude) despite a reduction in intraocular pressure. Pulsatile ocular blood flow did increase. The results on pulse amplitude are not given.
I agree with the authors that even in a longitudinal study an alteration in the ocular pressure pulse amplitude does not imply a change in blood flow. This may also be affected by, for example, alterations in heart rate and intraocular pressure. 
